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Executive Summary 

 

Eleven patients who underwent surgical/invasive procedures at Sheffield Teaching 
Hospitals NHS Foundation Trust (STH), between June 2010 and August 2013, were 
identified as having had items of medical equipment left in their bodies after they had 
left the operating theatre. This particular type of adverse event is classified by NHS 
England as a serious untoward incident and assigned the ignoble rubric of a ‘Never 
Event’. 
 
Although remedial actions were taken quickly following each of the ‘Never Events’ it 
became a matter of great concern to the senior management of STH and the 
Sheffield Clinical Commissioning Group (Commissioners) that such serious 
untoward incidents continued to occur. As a consequence the two organisations 
jointly commissioned this External Review to provide an opinion regarding the 
systems, behaviours and culture at STH with respect to the likelihood of such ‘Never 
Events’ recurring. 
 
However, the work undertaken during the course of this External Review has 
revealed that the circumstance surrounding one of the surgical procedures did not 
meet the criteria set by the National Patient Safety Agency (NPSA) to be classified 
as a patient safety incident. Of the remaining ten serious untoward incidents that did 
take place only two of them were correctly identified as ‘Never Events’. The other 
eight, while correctly being classified as serious untoward incidents, did not meet the 
Department of Health or NHS England’s criteria to be classified as ‘Never Events’. 
 
This is because for a serious untoward incident to be characterised as a ‘Never 
Event’ national guidance or national safety recommendations must have been 
published which if implemented would have prevented the serious adverse event 
from taking place, i.e. the serious untoward incident which occurred took place 
because the extant national guidance or safety recommendations were not 
implemented by the NHS England Trust concerned. 
 
However no national guidance or safety recommendations have been published with 
respect to the circumstances surrounding eight of the serious untoward incidents at 
STH thus they should not have been classified as ‘Never Events’. Similarly, the 
surgical procedure where the circumstances did not match the NPSA’s criteria to be 
considered a patient safety incident was misclassified twice. First, it was 
misclassified as a serious untoward incident and secondly as a ‘Never Event’. 
Hence, of the eleven surgical/invasive procedures considered to be ‘Never Events’ 
only two were correctly classified. 
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Furthermore, following a review of all appropriate documentation, observing 
operating theatre procedures and undertaking interviews with crucially placed staff 
no evidence has been found to suggest that STH has an unrecognised systemic 
patient safety problem. On the contrary, the evidence indicates that, apart from a 
number of outliers, the vast majority of the activities undertaken by STH with respect to 
patient safety meet the highest standards. However, where there appears to be 
room for improvement recommendations have been in those respects. 
 
Recommendations have also been formulated for consideration by NHS England 
and the Medicines and Healthcare products Regulatory Agency. 
 
Finally it should be noted that Systems Theory and human fallibility predict that in an 
open sociotechnical system, such as healthcare, regardless of what precautions are 
taken there is always the possibility that a serious untoward incident could occur. 
Thus the recommendations made in this report, when implemented, will reduce the 
risk of patients experiencing the inadvertent retention of a foreign object following a 
surgical/invasive procedure at STH. However, what they cannot do is guarantee that 
this type of serious untoward incident will never happen again.  


